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WAR INJURIES OF THE FACE AND JAWS.* 
BY 
G. M. FrrzGisspon, M.D., F.R.C.S. 


Surgeon, Bristol Royal Hospital ; 
Late Lieut.-Colonel, R.A.M.C. 


At the outbreak of the war, the War Office decided to create specialist 
units for the treatment and management of certain types of battle 
injuries. Amongst these was established a number of maxillo-facial 
surgical units whose primary function was to deal with injuries of 
the face and jaws. 

The personnel were trained for these units in the main specialist 
E.M.S. Units of a similar type in this country. ‘The training was 
an excellent one, and selection was based on the knowledge that 
general surgery would also have to be undertaken ; in fact, rather 
more than one-third of the casualties with facial injuries had other 
associated injuries. Facial injuries and burns, i.e. the type of 
cases which are sent to the maxillo-facial unit, constituted approxi- 
mately seven per cent. of the total casualties. This figure varied 
a little with climatic conditions, thus the incidence of burns in the 
North African campaign was higher than in North-west Europe. 
In the course of the eleven months active service some 3,000 
casualties were admitted to our unit and of these, just over 1,900 
needed operations. This represents a lot of work, as these cases 
are time-consuming, their treatment is elaborate, and often difficult. 


* Summary of a paper read to the Society on Wednesday, October 9th, 1947. 
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Each maxillo-facial unit had its specialist surgeon, dental 
surgeon, anzsthetist, theatre personnel, and dental mechanics all 
specially trained. Some months before “ D” Day, my unit was 
posted as a complete unit, to work with an E.M.S. maxillo-facial 
centre. We had several months of valuable experience, working 
together as a team, and later experience made one realize how very 
important this period of preliminary work had been. It enabled 
the unit to start work smoothly and quickly, as a team, each member 
knowing what his particular job was, and one had by that time 
got a very good practical knowledge of what each member of the 
team was worth. 

In order to make the best use of a highly-trained specialist 
team, and for them to obtain their cases as early as possible, such 
a unit needs to be placed well forward in the battle area, but not 
so far forward that cases by-pass it. In other words, the con- 
vergence of the various lines of communication covering a large 
sector of the front is the ideal site. Maxillo-facial cases travel 
badly, and unless positioned very carefully, will be found on arrival 
to be partly asphyxiated, with blood and other foreign material 
in the trachea and lungs. It is important, therefore, that these 
cases should be dealt with as soon as possible after being wounded. 
Small specialist units of this type are not self-supporting, and are 
always attached to a “ parent ”’ hospital, who are responsible for 
feeding, paying, housing, supplying beds, nursing staff, etc. We 
found that some “ parents’ were much better than others, and 
the amount of co-operation one obtained varied in different units. 
One big oversight was a lack of provision of specially-trained 
nursing staff to handle these cases. Good nursing by properly- 
trained personnel makes an enormous difference to the patients’ 
subsequent progress, for inexperienced nurses cannot realize the 
very grave dangers which may beset a patient coming round from 
an anesthetic with his jaws fastened together. The post-operative 
management was a source of continual trouble which could have 
been enormously reduced by the provision of a few specially- 
trained nurses to work with the unit.- 

The equipment issued to these units was really excellent ; it 
had been well thought out, and apart from one or two deficiencies 
proved to be adequate. One found that certain things one would 
have liked were not available, but in a short time, by legal or 
illegal means, begging, borrowing, scrounging, or otherwise obtaining, 
we had most of the things we really needed. The biggest difficulty 
was the replacement and supplies question. A number of the 
items on the scale of equipment with which we were issued, and 
to which we were entitled, were not on the scale of issue to Base 
Depot Medical Stores, and considerable delay occurred before some 
of our more highly specialized items could be replaced. 
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Wark INJURIES OF THE FACE AND JAWS 


CLINICAL PROBLEMS 


Shock. It was a constant source of surprise to me, and, I think, 
to most of my unit, that men with major injuries of the face and 
jaws, who would appear to be in acute discomfort, were able to 
sleep for long periods without any apparent effort, and without 
sedatives. The explanation of this is, I think, two-fold. In the 
first place, many of the men were seriously short of sleep, owing 
to having been in action for some time; and secondly—and, I 
think, a rather more important factor—they all suffered in some 
measure from concussion. The impact. of a high-velocity missile 
against the bones of the skull must transmit a good deal of violence 
to the brain. Many of the men were vague and confused in their 
statements, and fortunately suffered from a considerable amount 
of amnesia for the events following upon being wounded. There 
was one very common clinical feature which was observed, in a 
large number of cases, and tended to confirm the suggestion that 
considerable violence is transmitted to the whole skull. If one 
asked a man who was lying down to sit up, any time within three 
or four days of being wounded, many of them put one hand behind 
their head so as to give it a support as they raised their body. 
When one told them to lie down again, they again raised a hand 
to support the back of the head. They all seemed to suffer from 
what a casual observer would call a “stiff neck.” I suggest that 
probably there is some synovitis of the joints of the cervical spine, 
following upon the jarring, concussional effects of the missile 
striking a bony part of the skull. This sort of stiff neck seemed 
to pass off after a few days, and with it came a great improvement 
in general cerebration. 

The degree of shock manifested varied a lot, and in the absence 
of other major injuries responded very well to transfusions. I feel 
that one should place on record the great debt that is owed to the 
Army Blood Transfusion Services. They were first-class, and were 
directly responsible for saving countless lives. 


Asphyxia. There is a large asphyxial factor responsible for 
bringing about the deterioration which one saw so often in associa- 
tion with jaw injuries. The cough reflex appears in many instances 
to be grossly impaired, and patients will tolerate blood clot and 
mucus in the trachea and lungs which normally they would cough 
out. This depression of the cough reflex, associated with the fact 
that they are unable to swallow without great pain and difficulty, 
nearly always results in a considerable fouling of the trachea and 
bronchi with blood clot. In addition, in some instances, there 
was great swelling of the back of the tongue and all the area round 
the glottic opening, which further added to their embarrassment. 
Such patients usually had a soft pulse, with a low blood-pressure, 
and were a peculiar earthy colour, owing to their degree of anoxzemia. 
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One fact which we very soon learned was that patients who had 
been subjected to some hours of partial anoxemia will not stand 
much operating. It became, after a while, a routine practice merely to 
do a bronchoscopy, clear the lungs, ensure a good airway, and carry on 
with resuscitation for sometimes as long as twenty-four hours. These 
cases would then tolerate a three-hour operation without causing 
anxiety. In some instances, where it was impossible to establish 
a satisfactory airway, a temporary tracheotomy was carried out. 

It is important to appreciate that certain types of wounds are 
more dangerous than others in producing asphyxia. A typical 
instance of the most dangerous type of injury is illustrated in Fig. 1. 
This man sustained a small puncture wound in the lower right 
pre-molar region, and the exit was situated below the left ear. 
The mandible was shattered at the point of entry, and the left angle 
was also comminuted. The missile, in its passage, severed the left 
lingual artery, and it can be seen from the photograph that his 
mouth is completely full of tongue, which is jammed up against 
the roof of his mouth, and he has a “ bull’ neck, due to an enor- 
mous hematoma in the floor of his mouth. This man’s condition 
was so urgent that a tracheotomy was performed in a forward unit, 
before he was considered safe to evacuate. This case, I believe, 
illustrates the typical wound produced by a true-running smooth 
missile. It is particularly dangerous because the entry and exit 
wounds are so small that there is no drainage possible, and the 
maximum amount of swelling and dyspnoea results. The type of 
wound illustrated in Fig. 2 is, I believe, caused by an irregular- 
shaped missile, such as a piece of shell-casing or a spent bullet 
which is not running true. It is a horrible and dreadful type of 
explosive injury, but it does not constitute anything like the same 
danger to life. The tearing and disruption of the tissues appears 
to seal off many of the vessels, and the wound is so widely opened 
that drainage is free, and asphyxial difficulties are not so likely to 
arise. Although this injury appears at first glance to be a very 
dangerous one, it is, in fact, less dangerous to life than the less 
destructive, almost closed type of wound. 

Hamorrhage. It is probable that a number of cases died within 
a few minutes of being hit, from severe primary hemorrhage, but 
severe active bleeding was a comparatively rare thing in the cases 
that survived to reach us. Secondary hemorrhage was, in our 
experience, also comparatively rare, and I only tied the external 
carotid artery on one occasion for secondary hemorrhage—but one 
obvious criticism of this statement is that we were not able to hold 
our cases sufficiently long for this complication to arise. I have 
been told by surgeons of the plastic surgery centres of this country 
that secondary hemorrhage was rare, and I think it can be partly 
attributed to early and adequate surgery with good drainage, and 
to the plentiful use of penicillin, and other forms of chemo-therapy. 
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PLATE III 








Fie. 1. 


Wound of entry in right mental region, and similar type of exit wound belo 
left ear. Notice size of tongue, swelling of sub-mental and hyoid region. 
tracheotomy tube has been inserted. 


w 
A 





Kig. 2B. 


Same case after closure of mucous 
membrane to skin. Tongue nearly 
always escapes major damage. 
This photo does not give a real 
impression of the bone lost. <A 
Ryle’s tube is in place through the 
left nostril for feeding, and a tem- 
porary tracheotomy has been done, 
because of the instability of the 
tongue. 
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Fic. 2a. 
Massive destructive wound with 
free drainage and almost no bleed. 


ing. Mandible lost from angle to 


angle. 
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Fie. 3. 


Case of high maxillary fracturing, and maxillary block has now been 
stabilized by a cap splint to a head cap. This photograph was taken after 
recovery from meningitis, and after operation by Major J. M. Small, for 
fascial graft to seal off the profuse cerebro-spinal leak through the nasal wound. 





Fic, +8. 


Same case four days later, after 
careful excision. Area closed by 
scalp flap moved forwards and 
secondary defect covered by large 
graft, which just shows in top 
right hand corner of photo. The 
patient at this stage was fully 
rational with no paresis. 


PLATE 


VI 


Fic: 4a, 
Severe destructive wound involy. 
ing left orbit and left frontal lobe, 
Note. 


vessels are intact. 


Left superficial temporal 
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Associated Injuries. As I have already said, rather more than 
one-third of all our cases suffered from associated injuries in addition 
to those to the face. They were, of course, a very big added factor 
in producing shock, and they constituted a big extra load of work 
for us to cope with. They produced the usual appearances that 
many other writers have described, and were treated along con- 
ventional standard lines. 


OPERATIVE PROCEDURES 


Under conditions which obtain in a theatre of war, it is not 
practicable to retain cases sufficiently long for one to commence 
any reconstructive procedures, and our operative procedures were 
therefore more in the nature of first aid. This does not sound 
very formidable or extensive, but, as in most other branches of 
surgery, the primary operation is an all-important one, and the 
decisions taken at this time influence profoundly the subsequent 
course of the case. In general terms, we tried as far as we could 
to fix every patient so that first, he was fit to travel, and secondly, 
he would need nothing more done to him until the next stage of 
treatment was under consideration. This aim means a lot of 
elaborate work for the dental surgeons and mechanics. It means 
that a complete and definitive operation is aimed at in every case. 

In dealing with facial injuries, the primary objective is an early 
and accurate position of the bony framework, and after achieving 
this, the closure of the soft tissues is a secondary problem. The 
cases for treatment can be divided into two main groups: those 
with massive loss of tissue, and those in whom there was little or 
no loss. In the case of the former, the object to be aimed at is 
early and complete healing so that reconstructive procedures can 
be started at the earliest possible date. This can be achieved by 
careful and conservative excision of the wounds, and careful closure 
of the mucous membrane to the skin wherever possible. Extensive 
raw areas due to large loss of skin can be covered by free grafts, 
which take well on an area which has been adequately excised, 
and where a reasonable degree of hemostasis has been obtained. 
Where there has been massive loss of bone, no useful purpose is 
served by attempting to fix the few small fragments which remain. 

It has been shown, and our experience confirmed this, that 
primary suture of facial and scalp wounds can be undertaken several 
days after they have been sustained. Tetanus and gas gangrene 
infections are almost unknown in connection with wounds of this 
type, and so it is justifiable, even with dirty battle casualties, to 
consider primary closure, when one would not contemplate it 
elsewhere. Conservative but adequate excision of all damaged and 
non-viable tissue, followed by careful and accurate suturing, is the 
way to ensure good results. Some small amount of tension is 
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permissible, but it is futile to approximate tissues forcibly which 
normally are not adjacent or continuous. If the stitches do hold, 
the subsequent result is a considerable deformity which has to be 
corrected later, but more often, the stitches fail to hold, and cut 
out, producing further destruction, and ultimately more loss of 
living tissue. The vascularity of the face and scalp is well known, 
and it is probably one of the reasons for scarcity of anerobic 
infections. The enormous blood supply unquestionably helps to 
overcome infection, and results in early and satisfactory union, and 
it is possible, therefore, to remove stitches far earlier than elsewhere 
in the body. We used penicillin and sulphonamides freely, as 
routine for all cases, and one was constantly being surprised by 
the absence of infection and reaction in wounds which had been 
sutured late. 


Combined Mazxillo-facial and Neurological Injuries. We had a 
number of cases through our hands in which the facial injuries were 
either associated with, or in direct continuity with, intra-cranial 
wounds. One example of this type of injury, illustrated in Fig. 3, 
is the so-called central, or ‘“ dishface”’ injury. The increasing 
number of fast-moving vehicles and aeroplanes has resulted in 
this injury becoming common. ‘The vehicle or aeroplane comes to 
an abrupt stop, and the patient’s face comes into violent contact 
with the windscreen, dashboard, instrument panel, or some other 
unyielding surface, and it is found that the whole of the centre 
part of the face is displaced backwards, and is loose from its attach- 
ments to the skull. These high maxillary fractures may, and 
often do, involve the cribiform plates, and meningitis may follow. 
Many of these cases suffer from cerebro-spinal rhinorrhoeea, which 
may, or may not, be clinically detectable. 


This case (Fig. 3) is an example of this disaster. This man sustained 
an extensive, high fracture of the maxillary block and, within eighteen 
hours, exhibited rapidly progressing signs of meningitis. Cultures 
made from the cerebro-spinal fluid resulted in a vigorous growth of 
pneumo-cocci. The infection responded dramatically to penicillin, and 
in four days he had regained consciousness. Steps were then taken to 
stabilize the maxilla, and to prevent further damage to the area of 
the cribiform plates. Cerebro-spinal fluid continued to leak from the 
wound on the bridge of the nose, and as soon as he was considered 
fit to undergo the operation, a frontal flap was raised by Major J. M. 
Small, and a large graft of fascia lata was placed over the cribiform 
plates, to close and seal off the cerebro-spinal leakage. This procedure 
was immediately effective, and the patient made a very satisfactory 
recovery. All patients with high maxillary fracturing should be 
regarded as possible candidates for meningitis, and fracturing of the 
cribiform area should be excluded by testing the patient’s sense of 
smell. As soon as the nose has been cleared from blood clot, and the 
patient has a reasonable airway through it, tests should be made to 
find out if there is anosmia. If the sense of smell is materially altered 
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or absent, it is strongly suggestive that there has been fracturing and 
damage in this important area. Even high-class X-ray photography 
sometimes fails to reveal direct visual evidence of fractures, and such 
patients who are under suspicion should be seen by a neuro-surgeon. 
Another type of compound maxillo-facial and neurological injury 
is illustrated in Fig. 4. Here, there is direct continuity between the 
face and brain by means of a large external wound. This soldier 
sustained, as can be seen in the photograph, a major injury, involving 
the left orbit and frontal lobes. There was extensive loss of skin, 
bone and dura. The brain wound was dealt with by Major J. M. 
Small, who carefully excised the wound, and all pieces of bone and 
damaged brain. At the end of the operation, there was a very large 
defect, and the problem to be dealt with was to obtain satisfactory 
cover for the exposed brain tissue. It was considered that a living 
flap of tissue, carrying its own blood supply, was the answer, and this 
flap was obtained by utilizing a huge scalp flap, rotating downwards 
and forwards to meet the tissues of the face below the orbit. Fig. 48 
shows the appearance four days later, when the patient was intelligent 
and co-operative, and exhibiting no gross neurological signs. He was 
evacuated by air to England, where subsequent repair procedures have 
been continued by Professor Pomfret Kilner, the final plan being to re- 
place the scalp flap to its normal site, when adequate skin cover for the 
damaged brain has been brought to the vicinity to re-constitute his 
forehead. This has been done by Professor Kilner, who has used a 
tantalum plate to restore the bony contour of the forehead. 


It has not been possible in the time and space allowed, to give 
more than just a sketchy outline of the types of cases we had to 
deal with, and only a superficial survey of the methods employed 
in treating them. I hope I have said enough to make it plain 
that work of this kind is only possible by teams, each member of 
which should be specially trained. I have no doubt at all that 
high-class work in complicated specialities can only be done by 
teams, and I think that most of us who were in the Services are 
convinced that the policy of providing specialist units was fully 
justified by the results. 











THE RHESUS FACTORS—I1 


* SEROLOGY 


BY 


Dr. Grorrrey H. Tovey, M.D. 
Regional Transfusion Officer, S.W. Region. 
Special Lecturer in Hematology, University of Bristol. 


Human red blood corpuscles contain many antigens besides the A 
and B factors, those of greatest clinical importance being the Rh 
factors. The first of these factors was discovered by Landsteiner 
and Wiener (1940), and was so called because a similar factor is 
present in the corpuscles of the Rhesus monkey. ‘This factor is 
demonstrable in the corpuscles of 85 per cent. of Europeans and 
white Americans, who are said to be Rh-positive. The remaining 
15 per cent. lacking this factor are known as Rh-negative. 

When the agglutinogens A or B are absent from the corpuscles 
the corresponding antibodies, anti-A or anti-B, are present in the 
plasma (see Fig. I). The Rh factor differs from the A and B factors 
in that no natural Rh antibodies, anti-Rh, are found in the plasma 
of Rh-negative blood. Such antibodies may appear, however, as 
the result of immunization. 


Fic. I. The Four Blood Groups. 


Corpuscular antigens Plasma 
(agglutinogens) (agglutinins) 


AB None 





A | anti-B 





anti-A 





anti-A and 
anti-B 








Immunization by the Rh antigen may occur in three ways: By 
the subcutaneous or intramuscular injection of Rh-positive blood 
into a Rh-negative person, e.g. in measles prophylaxis; by the 
transfusion of Rh-positive blood to a Rh-negative recipient ; and 
by a Rh-negative mother carrying a Rh-positive foetus. In each 
instance immunization will manifest itself by the appearance of Rh 


* A paper read to the Society on Wednesday, May 14th, 1947. 
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antibodies in the plasma, which is of clinical importance in blood 
transfusion therapy and in pregnancy. 


Blood Transfusion.—The giving of Rh-positive blood to a Rh- 
negative recipient with preformed Rh antibodies in the plasma will 
result in the haemolysis of the transfused corpuscles. If the Rh- 
positive corpuscles are broken down rapidly, a dangerous, and 
sometimes a fatal, reaction occurs. If they are haemolysed more 
slowly, the patient may escape a severe reaction, but will fail to 
derive the maximum benefit from the transfusion. Moreover, the 
Rh antibodies will be considerably increased in potency, so that 
unless due precautions are taken, a subsequent transfusion may 
prove fatal. Such recipients wil] tolerate only blood that does not 
contain the offending Rh antigen, i.e. Rh-negative blood. 

Pregnancy.—In ten per cent. of all pregnancies the foetus is 
Rh-positive and its mother Rh-negative. In certain instances the 
Rh-negative mother will react to the presence of the Rh-positive 
foetus as if she had received a transfusion of Rh-positive blood, and 
Rh antibodies will appear in her plasma. The placental barrier is 
freely permeable to these antibodies (Tovey, 1945), which pass over 
into the foetal circulation and there react with the Rh factor in the 
baby’s corpuscles and tissue cells. As a result of the interaction of 
Rh antigen and antibody in utero the baby suffers from a condition 
now known as haemolytic disease of the newborn (erythroblastosis 
foetalis). Haemolytic disease of the newborn complicates one in 
every two-hundred to two-hundred-and-fifty pregnancies, and is 
responsible for more deaths than any other inherited condition, 
perhaps more than all other inherited conditions together (Haldane, 
1943). 

SUB-DIVISIONS OF THE Ru Factor 

Serological investigations in cases of haemolytic disease have 
shown that in 92 per cent. of cases the mother is Rh-negative and 
her baby Rh-positive, but that the remaining 8 per cent. of cases 
occur in Rh-positive women who have been immunized by a related 
antigen present in the foetal corpuscles but lacking from their own 
blood. These cases are explained by the fact that all human 
corpuscles contain, instead of a simple Rh factor, a minimum of three 
and a maximum of six Rh factors. This fact will become clearer if 
we consider briefly the chromosomes responsible for the Rh content 
of our red blood corpuscles and tissue cells. 

It is thought (Fisher, quoted by Race, 1944) that the Rh factors 
are handed on from parent to child by three closely-linked genes on 
the chromosome pair. At each of three Joci is found one or other of 
two alternative genes, which, to bring them into line with the ABO 
factors, are designated C, ec, D,d, Eande. The gene indicated by 
each of these six letters determines the presence of a distinctive 
antigen in the red cells. 


L 
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Fie. II. 
_~ 
C or c]fe Diagram showing the alternative 
occupants (allelomorphs) of the 
D ord]. three closely linked loci on the 
E or e]e chromosome bearing the Rh factors 
— 


We may thus inherit a minimum of three and a maximum of six 
distinct Rh factors from our parents, depending upon their Rh types. 


Fig. III, 

_~ o—~ 
Cie -1C 
D e e D 
e|e one 

Chromosome Chromosome 
from mother from father 


Rh content of red cell (phenotype) : 
CDe 
Genotype: CDe/CDe 


Cle ele 
D 7 eld 
e}e e[E 
Chromosome Chromosome 
from mother from father 


Rh content of red-cell (phenotype) ; 
CcDdEe 
Genotype: CDe/cdE 


The small letters denote alternative factors—not recessive 
antigens. AlJ are of equal dominance as regards inheritance ; 
fortunately, however, not all are of equal clinical importance. ‘The 
factor D is the most potent of the six antigens and is responsible for 
the great majority of Rh reactions. It is the factor first to have been 
discovered and is the factor allied to that present in the corpuscles 
of the Rhesus monkey. When we refer loosely to ‘‘ Rh-positive ” 
and “ Rh-negative,” therefore, we really mean ‘‘ D-positive ’’ and 
“* D-negative.” 

Nevertheless, the other Rh antigens may, and do, on occasion, 
stimulate the formation of antibodies (anti-C, anti-E, anti-c, etc.). 
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Thus, whilst 92 per cent. of cases of haemolytic disease of the new- 
born are due to a D-negative mother forming anti-D against her 
foetus, the remaining 8 per cent. of affected foetuses are carried by 
D-positive women who are sensitized by a C, c, E, e or d antigen 
present in the foetal corpuscles but absent from the mother’s blood. 
This has an important clinica] bearing for the following reason. 
When the antigen D is absent from the locus Dd on the chromosome 
the Jocus must be occupied by the antigen d. The gene complex 
containing d nearly always contains the combination cde (see 
Fig. IV). 
Fie. IV. 


Nine-tenths of Rh-negative 
(D-negative) bloods 


Cc e c e Cc e 

dj-« or die or die 

e e E e E e. 
—_ —— —_ 


One-tenth of D-negative bloods 


’ 


Nearly all bloods classed as “‘ Rh-negative ” contain, therefore, 
three antigens, c,d ande. This must be borne in mind when trans- 
fusing Rh-negative blood, because should the recipient’s plasma 
contain anti-c, anti-d, or anti-e, the “ Rh-negative ’’ corpuscles 
would be incompatible. 


PRACTICAL APPLICATIONS IN ‘TRANSFUSION THERAPY AND IN 
HAEMOLYTIC DISEASE OF THE NEWBORN. 


Blood Transfusions.—In theory, blood for transfusion should be 
of the same Rh phenotype as that of the recipient. In practice, a 
compromise has to be reached. There is, at present, no simple 
method of Rh grouping ; Rh anti-sera other than anti-D are scarce : 
Rh grouping and the exclusion of Rh incompatibility may take one 
to two hours and should be undertaken by experienced workers 
only ; blood of a particular Rh type may not be available in any 
quantity. Rh antibodies, on the other hand, are immune bodies 
and no persons having natural Rh antibodies have been found. At 
a first transfusion in a male, therefore, the Rh type of the recipient 
need not be taken into consideration. 
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A first transfusion in a female presents a different problem. 
Should the recipient be of child-bearing or pre-child-bearing years 
we must ever keep in mind the fact that the transfusion may sensitize 
her towards an antigen which may later be borne by the corpuscles 
of her foetus. In such circumstances the foetus is almost invariably 
affected with haemolytic disease in its severest forms (Levine and 
Waller, 1946). 

Ideally, therefore, until they have reached the menopause females 
should be given blood of their own Rh phenotype only. ‘This is 
fraught with obvious difficulties. Two essentially practical measures 
are available to us, however. In the first instance, any foetal Rh 
antigens incompatible with the mother’s blood will be inherited from 
the father. Hence, it is a necessary prerequisite never to transfuse 
a wife with her husband’s blood if an alternative donor is available. 
Secondly, all the evidence indicates that haemolytic disease of the 
foetus is almost confined to the D-negative mother. We must 
ensure, therefore, that no D-negative female patients, even as infants, 
are given transfusions or injections of D-positive blood. 

D-negative, i.e. Rh-negative, blood is a precious commodity. 
Six per cent. only of our blood donor population are group O and 
D-negative. It is necessary to conserve all available supplies for 
those female patients known to be D-negative and for those emer- 
gency tranfusions of the female where it has not been possible to 
determine the recipient’s Rh type. Every effort should be made to 
anticipate the type of case which may be complicated by a blood 
transfusion and to pre-determine the patient’s D-group. D-grouping 
is a time-consuming test, and due notice should be given to the 
laboratory in all cases of planned transfusion. 

When a woman who has borne children requires a transfusion, 
enquiry should be made whether her children have shown signs 
suggestive of haemolytic disease, i.e. were jaundiced or stillborn. 
Mothers giving this history may have potent Rh antibodies in their 
circulation and may react fatally if given blood incompatible with 
those antibodies. In 92 per cent. the antibodies will be anti-D, and 
it will be safe to give D-negative blood. In some of the remaining 
8 per cent. the antibodies will be active against D-negative blood. 
In Bristol, to date, we have encountered five such cases. 

The blood of women who have given birth to children with haemo- 
lytic disease should be investigated to determine which type of 
anti-body is present, so that should a transfusion be required 
subsequently, blood of the correct type will be given. Where this 
has not been determined, and in emergency, such women should be 
given saline or plasma until matched blood can be obtained. 

The presence of Rh antibodies in the circulation may also compli- 
cate transfusion when a recipient has been transfused previously. 
Such a complication is, again, almost confined to the D-negative 
recipient. Recent investigations (Diamond, 1947) indicate that 
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50 per cent. of D-negative recipients will react to a transfusion of 
D-positive blood by the production of antibodies. Males, and 
females, therefore, receiving other than a first transfusion should be 
D-grouped before a subsequent transfusion is given. Saline, plasma, 
or D-negative blood, may be given at a repeat transfusion in cases 
which have not been Rh typed. 

More rarely, a D-positive recipient will form immune antibodies 
following a transfusion. In some instances these antibodies will be 
active against D-negative blood. Indication may be given to the 
clinician that the patient is forming immune antibodies by a failure 
to respond satisfactorily to transfusion, or the complication of the 
transfusion by fever, rigor, or jaundice. A complete investigation 
should be made of such cases so that subsequent transfusion does 
not result in a more severe or fatal reaction. 

Haemolytic Disease of the Newborn.—The aim of transfusion of 
the newly-born affected with haemolytic disease is to provide the 
baby with oxygen-carrying red blood corpuscles which are not 
susceptible to destruction by the maternal antibodies. Most cases 
will require D-negative blood. It is not satisfactory, however, to 
give D-negative blood as a routine, until investigation has confirmed 
that the maternal antibodies are not active against the D-negative 
corpuscles. 

Since Rh incompatibility complicates one in every 200 to 250 
pregnancies, the practice of determining the Rh group (D-group) 
of pregnant women is being undertaken at many of the larger ante- 
natal centres. The test may be carried out on the same sample 
submitted for W.R. examination. ‘Lhis practice has been introduced 
with two objectives. It is hoped that, with early diagnosis and treat- 
ment, the morbidity rate and mortality rate of haemolytic disease 
of the newborn wil] be lowered, and furthermore, that the D-group 
of the mother requiring transfusion during or after the pregnancy 
being known will both assist in the conservation of D-negative 
blood and will minimize the risks of sensitizing women to the 
D antigen. The extent to which routine testing can be developed is 
in part limited by the availability of stocks of anti-Rh grouping sera. 
Satisfactory Rh anti-sera are obtainable, only, from human sources, 
and obstetricians can assist greatly by persuading mothers with 
potent Rh antibodies to donate blood when the antibodies are at a 
maximal titre. 
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DriamonD and Blackfan (1932) first grouped together three obscure 
syndromes of the new-born under the name of Erythroblastosis 
Foetalis, showing that these conditions were all characterized by 
the presence of large numbers of primitive red cells, erythroblasts, 
in the circulating blood of the infant. Hydrops Foetalis is the 
severest form of the disease, the infant being frequently still-born 
or only surviving for a few hours after birth. ‘There is gross general- 
ized oedema with fluid in the serous cavities, enlargement of the 
liver and spleen and severe anaemia. ‘Lhe placenta is usually very 
large and oedematous. This condition is known to occur very rarely 
in all mammals with long gestation periods, and is termed ‘“ water- 
belly ’ in elephants. Icterus Gravis Neonatorum is the commonest 
of these clinical conditions. It has long been recognized as a familial 
disease, often not affecting the first child, and tending to become 
worse with each succeeding pregnancy. The amniotic fluid and 
vernix are often bright yellow, the infant is jaundiced at birth or 
shortly after; jaundice deepens rapidly and is accompanied by 
extreme lethargy, with enlargement of liver and spleen, and ensuing 
severe anaemia if the infant survives the first few days. Hampson 
(1928) reported a series of these cases with 80 per cent. mortality 
rate. The surviving infants were frequently found to have cirrhosis 
of the liver and neurological signs of basal ganglia damage, termed 
kernicterus. Congenital Anaemia is a rarer manifestation, with a 
higher survival rate. The anaemia, which is severe, is frequently 
not recognized until the end of the first week and is often accom- 
panied by little jaundice. It is now known that otherwise un- 
explained still-birth may also be a manifestation of this disease. 
Theories of Causation.—For many yeais spasmodic interest has 
been evoked in morbid reactions taking place between the mother 
and her foetus. Dienst (1908) suggested that ‘‘the mother is 
immunized by the blood of her foetus which might cause toxaemia 
of pregnancy,” and Ottenberg (1923) suggested that icterus gravis 
neonatorum was due to accidental placental transfusion of in- 
compatible blood. 
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Diamond and Blackfan, however, laying stress on the presence 
of erythroblastosis in the infant, thought the abnormality lay in 
blood formation rather than destruction, and their work stimulated 
some interest in this condition during the ensuing years. A certain 
number of patients, chiefly with severe anaemia, survived long 
enough to find their way to Children’s Hospitals, and a certain 
number of babies with severe jaundice died in Maternity Hospitals 
during the first few days of life. The treatment given was intra- 
muscular injection of blood from either parent, or an intravenous 
transfusion, usually Group O, but often given without grouping. 
The mortality rate was 50-60 per cent. in various reported series 
from Children’s Hospitals. In 1934 it was again suggested that a 
haemolytic agent was the cause (Hawksley and Lightwood). 

The discovery of the Rh factor by Wiener in 1940, and the sug- 
gestion by Levine and others in 1941 that Erythroblastosis Foetalis 
was due to immunization of the mother by the Rhesus antigen from 
her foetus, or previous blood transfusion, opened the door to a 
fascinating new field of work on this hitherto obscure disease. It 
also showed that the condition was of considerable importance in 
that it occurred more frequently than had been previously believed, 
and, in fact, is probably the most important single cause of con- 
genital abnormality. The condition was re-named Haemolytic 
Disease of the New-born. Discovery has advanced rapidly since 
1941 and we now believe that this antigen-antibody reaction takes 
place not only in the infant’s red cells, but also in many body tissues, 
particularly those of the blood-forming organs—liver and spleen 


(Baar). 


Clinical Diagnosis.—Modern knowledge of the treatment of this 
disease makes early diagnosis essential. Wherever possible an 
attempt should be made to forecast the likelihood of the occurrence 
of the disease antenatally, so that all preparations may be made for 
treatment. Note the following points in the family history : (1) Few 
cases occur as a result of the first pregnancy ; (2) a history of still- 
births is twice as common in affected families as in the general 
population (Gordon), but repeated early abortions are of no signifi- 
cance except possibly in the very rare cases of a or B incompati- 
bility ; (3) a history of neonatal jaundice, anaemia or obscure 
neonatal death in siblings calls for investigation. Wherever the 
family history is suggestive, the blood of both parents should be 
sent for investigation during the pregnancy. 


Clinical Signs and Symptoms.—The following signs in the new- 
born infant call for investigation for haemolytic disease: (1) 
Placenta enlarged and pale or the fluid yellow; (2) Jaundice ap- 
pearing in the first two days of life, particularly if it deepens rapidly 
and is accompanied by much lethargy and urine deeply coloured. 
Stools are usually normal, but if the jaundice persists they may be 
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bile-free and pale for short periods owing to plugging of the bile 
ducts in the liver with large bile thrombi ; (3) Anaemia, present at 
birth or developing during the first four weeks. 

Oedema is common in the new-born in a variety of conditions, 
particularly atelectasis, and therefore not. of significance unless 
accompanying jaundice or anaemia. Haemorrhages are common 
in the new-born owing to low prothrombin, but in haemolytic 
disease skin and pulmonary haemorrhages are particularly liable to 
occur rather than gastro-intestinal tract haemorrhage. Neck 
rigidity, spasticity or actual convulsions, lethargy, occur in deeply 
jaundiced infants owing to kernicterus. Enlargement of spleen is 
not common in the early stages, except in hydrops foetalis or severe 
anaemia, but usually develops in untreated cases during the later 
stages. 

Diagnosis.—Table I gives average figures for the first eight 
weeks of life. 

TABLE I 


NORMAL NEONATAL BLOOD COUNT 

















Birth | 4th Day |10th Day|1l4th Day} 8 Weeks 

Hemoglobin per cent. | 130-140 | 150-160 | 120-130 100 | 8&5 

R.B.C. (millions per | 53 | 5-6 | 5 | 43 | 4} 
c.mm.) | 

W.B.C. thousands per | 20-40 | : | - || 1O2=20°) —— 
c.mm.) | 

Erythroblasts, per cent. | 0-10 0 | 0 0 | 0 

eticulocytes, per cent.| 3 | 4-6 | 0.8-1.5 | ~s 0 
| | | 











In haemolytic disease changes in the blood count vary with the 
clinical type. In cases mainly characterized by jaundice there is 
usually little change in haemoglobin or red cell count for the first 
few days, after w bioh a steady fall tends to occur if the infant sur- 
vives ; haemoglobin as low as 100 per cent. on the fourth to fifth 
day of life should arouse definite suspicion of abnormal haemolysis, 
and a daily count may be necessary to reveal the presence of develop- 
ing anaemia. In hydropic infants very low levels of haemoglobin, 
often below 30 per cent., are found at birth, and low figures develop 
with great rapidity in cases mainly characterized by severe anaemia 
rather than jaundice. A large percentage of cases shows an ab- 
normally high number of erythroblasts in the circulating blood at 
birth, which persists after the first twenty-four hours ; or, in some 
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cases, there is a high reticulocytosis. Severe erythroblastosis 
usually indicates a grave prognosis. 

Rhesus testing of the blood of mother and child should be per- 
formed at once, and in the case of a still-born infant, the blood of 
both parents should be examined. The diagnosis is confirmed by 
the finding of rhesus antibodies in the mother’s blood and a positive 
Coombs’s test given by the infant’s red cells (1945). 


Treatment.—The morbid processes of this disease take place with 
such rapidity that the urgency of investigation and treatment in 
these cases cannot be over-emphasized. There are two aims in 
treatment : first, to provide the infant with sufficient red blood 
cells to prevent anoxia of tissues and to tide it over the period until 
sufficient unaffected red cells can be produced ; and secondly, to 
combat the antibody-antigen reaction in the tissues before irre- 
parable damage to Jiver and brain has occurred. 

All these infants are severely ill and require skilled team-work 
if good results are to be obtained, i.e. adequate nursing technique, 
medical supervision and pathological facilities. All affected babies 
are transfused promptly with blood which is unlikely to undergo 
rapid haemolysis in the infant’s circulation, i.e. Rhesus negative 
(D-negative) Group O blood for the majority of cases ; but, in the 
rarer cases of incompatibility due to other rhesus genotypes, blood 
of the mother’s rhesus typing must be used. (Not, of course, the 
mother’s blood, owing to the presence of antibodies.) Recently 
packed cell transfusions have been given in order to reduce the 
volume of fluid introduced. The size of the transfusion varies with 
the degree of anaemia, but usually 10-15 c.cm. of packed cells per 
pound of body weight are given at a rate of 5-8 drops per minute. 
Frequent haemoglobin estimations and Coombs’s testing are done 
after transfusion, and further transfusions are given if the haemo- 
globin level falls below 50 per cent. 

The most difficult problem in treatment is the severely jaundiced 
baby without anaemia. Theoretically, benefit should be obtained 
by replacement transfusion, and good results have been reported in 
a small series (Wallerstein, 1947). The technical difficulties are 
considerable, and this procedure would not be effective in combating 
the tissue reactions which are believed to occur before birth. We 
have, therefore, transfused all affected babies, irrespective of anaemia 
and have noted considerable clinical improvement in those with 
severe jaundice only. 

Witebsky and Anderson (1942) showed that breast milk might 
contain the rhesus antibody and that breast-fed children might fail 
to respond to treatment. In our series none of the breast-fed infants 
showed any delay in reaction to treatment or any increased severity 
of symptoms. During the past year breast milk has been tested in 
each case and no rhesus antibody has yet been demonstrated. It 
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is therefore our practice to breast-feed all possible infants in view of 
the increased liability to infection and digestive disturbances in the 
artificially-fed infant, particularly those born in institutions. 
(Report on Breast-feeding of Infants, 1944.) 

If the view is held that severe damage to the foetal liver and other 
tissues may occur in utero during the last weeks of pregnancy as a 
result of these antibody reactions, premature delivery and rapid 
transfusion treatment might offer some hope of a living, healthy 
child to parents who give a bad history of still-births or neonatal 
deaths from this cause. The success of such treatment would 
obviously depend on the choice of time for delivery (which might 
have to be by Caesarean section) and the provision of good facilities 
for the nursing care of the premature child, such as are only likely 
to be provided in a special premature baby unit. We have selected 
a small series of cases for treatment by premature Caesarean section 
at Southmead Hospital, with encouraging results. The cases were 
selected on the grounds of bad family history and the presence of 
a rising rhesus-titre in the maternal blood ; most of the cases being 
delivered at the 34th-36th week of pregnancy. 


Results of Treatment.—Arrangements were made for rhesus- 
testing by the Army Blood Transfusion Service in Bristol in 1943, 
and continued by the South-West Regional Transfusion Service. 
Fifty-four definite cases of Haemolytic Disease have been investi- 
gated and treated in Bristol since the end of 1943. Fifty babies were 
treated by transfusion with thirty-seven survivors, giving a mortality 
rate of 26 per cent. Of the four cases not transfused but definitely 
diagnosed, one was a mongol first seen at three weeks old, jaundiced, 
anaemic and moribund ; one child died within a few hours of birth, 
before transfusion could be started ; one had severe hydrops foetalis 
and was moribund when first seen ; and another, very early in the 
series, had marked jaundice and physical signs of kernicterus, but 
no anaemia, and decision was made not to transfuse, the baby dying 
at seventy-two hours. 


TaBLeE II 
RESULTS OF TREATMENT 
Total cases investigated se 54 
Treated by Transfusion ea 50 
Died - ve a ¥% 13 = 26 per cent. 


Twenty-eight patients received one transfusion each, and only 
two needed as many as three transfusions. Nineteen of the survivors 
were fully breast-fed for the normal period of lactation, four babies 
were breast-fed for three to four months, and eleven for two weeks 
or less. Two cases developed temporary obstructive jaundice before 
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discharge from hospital with bile-free stools, which subsequently 
became normal again. Caesarean section was performed on seven 
patients, resulting in six living children, two of whom survived. 

The causes of death in the series are of interest. Two cases were 
diagnosed too late for treatment to be of any avail; haemorrhage 
accounted for death in five cases, and kernicterus, associated with 
intense jaundice and presumed liver insufficiency, was the only 
cause of death found in two cases ; broncho-pneumonia and atelec- 
tasis accounted for four deaths. 

Severe sequelae of kernicterus, mental defect, hepatic cirrhosis, 
green teeth and cystic bones have been frequently stressed in the 
past. In order to determine how far the intensive treatment out- 
lined is justified an attempt has been made to follow up all the 
survivors of this series. Thirty-four babies have been examined by 
us during April, 1947. Of the remaining three, one died of broncho- 
pheumonia in another hospital, aged six months, and at post- 
mortem no sequelae of haemolytic disease were found ; two have 
left the district and all efforts to trace them have so far failed. 

No case had any enlargement of liver or spleen or detectable 
abnormality of bones. Five patients had definitely green teeth, 
the discoloration affecting all the teeth erupted at the time of 
examination. One patient had an ankylosed hip as a result of 
staphylococcal arthritis occurring during the neonatal] period. One 
child had slight foot-drop which occurred following a tibial marrow 
blood transfusion for his haemolytic disease (this was the only tibial 
transfusion given). One child had definite mild hydrocephalus and 
spasticity of legs, was late in talking and walking and appears to be 
mentally deficient. With the exception of this one case, all the 
children had progressed well physically and mentally and appeared 
up to or above average standards. The two patients delivered 
prematurely by Caesarean section had made exceptionally good 
progress. 


Conclusions.—This very important work is still in the experi- 
mental stage, and although the mortality rate has been reduced 
from 50-60 per cent. to 26 per cent., it could be reduced still further 
by better antenatal diagnosis. Premature delivery has as yet only 
been tried in a few cases, but the results are encouraging and show 
that some healthy children may be saved. A special plea must be 
made that as many cases as possible should be investigated and 
treated at research centres such as Bristol, because, although the 
disease is not as rare as previously supposed, it is still difficult to 
collect enough cases to produce any significant statistics for results 
of treatment. Also, these infants are all extremely ill and the best 
results are likely to be obtained if they can be delivered and cared 
for in special units under the most suitable conditions. 
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Reviews of Books 


Massage and Remedial Exercises. By Nort M. Tipy. Seventh 
Edition. Pp. viii., 480. Illustrated. Bristol: John Wright & Sons 
Ltd. 1947. Price 25s.—There is little to be added to our eulogy in 
1944 of the sixth edition of Tidy’s Massage and Remedial Exercises. 
There are only a few alterations and additions in this seventh edition. 
Surprisingly, there is no mention of exercise therapy for aural vertigo. 
Suspension and pulley exercises might, with advantage, be enlarged . 
upon. But perhaps there is already too much packed into the volume. 


Symptoms and Signs in Clinical Medicine. By E. NoBpLE CHAMBER- 
LAIN, M.D. Fourth Edition. Pp. viii., 463. Illustrated. Bristol : 
John Wright & Sons Ltd. 1947.—It is difficult to exaggerate the 
merits of this excellent work. The changes since the third edition 
have still further improved it. The section, for example, on the central 
nervous system has been brought up to date and revision appears to 
have been carefully carried out in other sections of the work. It is 
as beautifully printed as ever, the illustrations being most splendidly 
reproduced ; and the whole work reflects the greatest credit upon 
the author, his collaborators and the publishers. It will prove a safe 
guide to the student commencing medicine ; and few who are much 
more senior will fail to derive some benefit from perusal of its pages. 





Diseases of the Heart and Circulation. By A. A. F. Pret, D.M., 
F.R.F.P.S. Pp. xxxi., 398. Illustrated. London: Oxford University 
Press (Geoffrey Cumberlege). 1947. Price 35s.—This book is based 
on the author’s lectures delivered to medical students at the Anderson 
College of Medicine, Glasgow. As such it is an interesting exposition 
of orthodox teaching, but can hardly be regarded as a text-book of 
cardiology, as no attempt is made to cover the whole field. The 
attention paid to the different facets of cardio-vascular diseases, while 
no doubt reflecting the author’s interests, has not been determined 
by their relative importance or frequency. Although designed on a 
physiological basis, no attempt is made to discuss recent views and 
theories on the mechanism of the different types of circulatory failure, 
and some of the more recent experimental methods of investigation 
have been rather neglected. Despite these criticisms this work does 
form a sound introduction to the study of diseases of the cardio- 
vascular system. It has been beautifully produced with lavish illustra- 
tions, and the whole production is reminiscent of pre-war publications. 


Common Skin Diseases. By A. C. Roxsureu, M.D., F.R.C.P. 
Forty-eighth Edition. Pp. xxxii., 498. Illustrated. London: H. K. 
Lewis & Co. Ltd. 1947. Price 21s.—It is a pleasure to see a further 
edition of Dr. Roxburgh’s excellent text-book, which has always been 
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popular with medical practitioners and students since its first publica- 
tion in 1932. In spite of war-time difficulties, four new editions and 
five reprints were issued between September, 1939, and the present 
time, to meet the demand for this book. There are a number of 
additions, notably the uses in dermatology of penicillin and D.D.T., 
and recent experiences with sulphonamides, including their dangers 
when applied externally. Certain diseases have been added, such as 
adenoma sebaceum, erysipeloid, meadow dermatitis, ticks, and jelly- 
fish stings, which the author considers to be “‘ common.” The section 
on lupus vulgaris has been brought up to date by the inclusion of the 
calciferol treatment, recently introduced in this country by Dowling 
and Prosser Thomas. The chapter dealing with varicose veins, eczema 
and ulcer, has been re-written with the help of a surgical colleague, 
with the object of helping practitioners to decide which of their cases 
are suitable for operative treatment and which are not, and how to 
treat each type of case. Eight coloured plates are included. These 
are improved by viewing through a pale-blue glass as the reproductions 
appear to lack blue. The “ violaceous ” colour of lichen planus (plate 
VII, page 385) is much improved by this method, and it is hoped that 
it will be possible to incorporate more blue in colour-printing in the 
future. There are 212 black and white illustrations and these, on the 
whole, are excellent. Dr. Roxburgh is a keen and very able photo- 
grapher; by taking his own photographs he can ensure that the 
particular characteristics of a skin lesion which he wishes to demonstrate 
are shown. The index of preliminary diagnosis is retained in this 
edition. This is used by ascertaining the nature of the lesions of which 
an eruption is composed, then referring to the index one finds a number 
of diseases (with the page numbers) listed under the particular type of 
lesion. After reading the descriptions in the text of the most probable 
of these diseases, a final diagnosis is made. This text-book can be 
confidently recommended to the general practitioner and student alike. 


Diseases of the Nervous System. By W. RussELt Bratrn, D.M., 
F.R.C.P. Third Edition. Pp. xx., 987. Illustrated. London: 
Oxford University Press (Geoffrey Cumberlege). 1947. Price 37s. 6d.— 
A third ¢dition of this valuable text-book appears after an interval of 
seven years. Much rearrangement and numerous additions have been 
found necessary. The rapid advances in neurology conditioned by war 
problems, and by the advent of chemotherapy and penicillin in parti- 
cular, are obvious. The whole outlook with regard to prognosis is 
changed. The war produced abundant clinical material for the study 
of injuries ; but it also brought into prominence a vast field of medical 
disorders, infective and nutritional. The general arrangement of the 
book remains unaltered. The early chapters are devoted to anatomy 
and physiology. Under the latter heading it is to be regretted that 
electroencephalography is not allotted more space and discussion. The 
average reader looks for a discussion of physiological principles and is 
interested in an appraisement of the clinical value of the method. He 
has little time or inclination to delve into original monographs of 
complicated technology. The brief references, the illustrations of 
tracings and descriptions from an abstract by Grey Walker and Dovey 
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are incomprehensible as they stand. The chapter on demyelinating 
diseases of the nervous system is of particular value, coming as it does 
with the great authority of the author. The subject has a particular 
interest at the present time in view of recent research on sway back 
in lambs. The sciaticas and brachial neuralgias come in for review in 
the light of their surgical associations. Ancillary methods of diagnosis, 
elaborated on the basis of modern radiological technique, have necessi- 
tated much rewriting. Angiography seems likely to be more widely 
used since opaque iodine compounds have replaced thorotrast. Much 
more space has been devoted in the new edition to the psychological 
aspects of neurology. As a general text-book of neurology this volume 
meets the requirements of the general physician and neurologist. It 
is a book to possess. 


Clinical Examination of the Nervous System. By G. H. Monrap- 
Kroun, M.D., F.R.C.P. Eighth Edition. Pp. xx., 380. Illustrated. 
London: H. K. Lewis & Co. Ltd. 1947. Price 16s.—This book, first 
published in 1921, has now reached an eighth edition which speaks for 
itself. Throughout a period of twenty-five years it has met with the 
approval of neurological workers in England, Norway and other 
countries. It is not intended to be a text-book of neurology ; but it 
occupies a position comparable, perhaps, to Hutchison’s Clinical 
Methods. In its own sphere it contains much detailed information, 
based on applied physiology. The discussion of clinical syndromes is 
essentially anatomical and physiological. Aetiology is not directly 
considered. The value of the book is to be found in its clear description 
and assessment of physical signs, together with an exposition of the 
physiological principles on which they rest. The writer stresses the 
importance of psychosomatic disorders. There is an illuminating 
chapter on sense perception, under the heading ‘“ psychosomatic 
examination.”” Towards the end of the book much space is devoted 
to modern ancillary methods of investigation, such as air-studies and 
angiography, the whole generously illustrated. It is disappointing to 
find only a passing reference to electroencephalography, which is 
dismissed with the advice that it had better be left to specially trained 
neuro-physiologists. While the author has obviously avoided the 
subject on purpose, the clinician needs readily available information 
on the general principles of a method, at present little understood, 
and as to the useful scope of which there is much misconception. 


Pye’s Surgical Handicraft. Edited by Hamitron Batzey, F.R.CS. 
Fifteenth Edition. Pp. xii., 668. Illustrated. Bristol: John 
Wright & Sons Ltd. 1947. Price 25s.—This valuable and well- 
established work has been further enlarged by the inclusion of yet 
more diagrams and illustrations and two new chapters. One of these 
is concerned with penicillin and the other with the treatment of wounds 
and compound fractures. Only minor points of criticism can be made 
in this otherwise most comprehensive and compact work. In the 
section on burns the use of the radiant heat cradle is referred to for 
shock. It is open to question as to whether it is desirable to bring 
about vaso-dilatation of surface vessels, when there is some evidence 
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to suggest that the vaso-constriction is a protective compensatory 
mechanism to combat a low pressure and diminished blood volume. 
Plasma transfusion is included and rather lost in a section entitled 
‘“* Fluids.”” The early and rapid adjustment of the blood chemistry 
in burns is more important than giving drinks to a patient who is 
often actually vomiting. No mention is made of jaundice following 
upon the use of pooled plasma, and it is doubtful whether it is even 
worth while mentioning any coagulent methods of treating burns. 
On page 366 the incisions illustrated for draining tendon sheaths are 
not those recommended by everyone these days. Nevertheless, this 
is a most useful book and fills a large gap in routine teaching, and 
should be most valuable to all housemen. It is eminently practical, 
well set out and probably is among the best illustrated surgical text- 
books of the English-speaking world. 


Health Services in England. By R. C. WorrnpeEn, M.D. Pp. 191. 
Bristol: John Wright & Sons Ltd. 1947.—Dr. Wofinden has pro- 
duced a well-written and stimulating account of a subject which can 
make dull reading unless it is presented in an interesting fashion. 
This interest has been maintained throughout partly by the historical 
approach and also by the obvious sincerity and enthusiasm of the 
writer. The subject-matter is up to date and covers a wide range of 
subjects ; although there is no systematic list of references, there are 
frequent references in the text to important books and articles. These 
are annotated at the foot of the page and there is an adequate index. 
The standard of printing and general layout of the book are consistently 
good, and the absence of any illustrations has enabled the book to be 
produced in a compact and readable form. 
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Editorial Note 


THE future of this Journal has been discussed 
The Future at two meetings of the Society and at several 


of the meetings of its Committee. Two main questions 
Journal.” were faced: one being whether the Journal 


was of value to the Society and the Medical 
Profession in the neighbourhood ; the second being the question of 
cost of production. 


The Committee came to the unanimous opinion that the Journal 
should continue to be published quarterly as heretofore and made 
a recommendation that enquires should be instituted to ascertain 
whether the Journal might become again what it was at its 
foundation : a journal for the South West of England as well as for 
Bristol. 

The Society at a well-attended meeting on November 12th 
agreed to the Committee’s recommendation. In order to meet rising 
costs, the Anual Subscription to the Society was increased from 
one guinea to a guinea and a half. This is the figure to which it 
was increased pr the 1914-18 war, until 1936. 

The financial position causes no anxiety. During the eight years 
1939-47 the average cost of each year was £183 10s. and it is 
estimated that in future four quarterly numbers can be produced 
for about £300. For comparision it is interesting to look back to 
the year 1898 and find that £206 17s. 10d. was spent on the Journal. 
The relatively low cost during the last war years was due to a 
smaller number of issues and the scanty material at the disposal of 
the Editorial Committee. 


The Bristol Medico-Chirurgical Journal is completing its sixty- 
fourth year of publication and not even two World Wars have 
interrupted its appearance, even though its regularity has not 
been fully maintained. 

This journal has always endeavoured to publish matter of in- 
terest to general practitioners as well as to specialists. 

The Society and the Editorial Committee will welcome ideas 
and suggestions on this matter. 


Any reader, whether regular or occasional, who has ideas to 
contribute should write to the Editor. The correspondence will 
not be published owing to limitations of space and paper, but any 
letters will receive grateful and careful consideration. 
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PROGRAMME FOR THE 1947--4 


of the Lung.’’ 


Army Medical Library, Washington (1) 
Association of American Physicians (2) 
Dr. W. P. Brinckman (3) 

British Medical Association (4) 
Brompton Hospital (5) 

French Government (6) 

Mr. G. C. K. Herapath (7) .. 

Mrs. J. T. S. Hutchins (8) .. 

Dr. N. G. B. McLetchie (9) 

Mayo Clinic (10) 

Michell Clarke Fund (11) 

Mrs. Norman Price (12) 

J. E. Shaw Bequest (13) oo 
University of Otago Medical School (14) 
Mrs. Wace (15) ae 

Messrs. John Wright & Sons L td. (16) 
Yale University (17) 


and Messrs. John Wright & Sons Ltd. 
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Meetin gs of Societies 


Bristol Medico- Chirurgical Society 


December 10th.—Clinical Meeting at the Royal Fort. 
January.—Dr. Campbell: ‘‘ Nervous Diseases in Animal and Man.”’ 
February.—Dr. Thompson, of Belfast, to read ‘Malignant Disease 


The Medical Library of the 
University of Bristol 


WITH WHICH IS INCORPORATED 


The Library of the Bristol Medico-Chirurgical Society 


The following donations have been received since the publication of the 
list in the last issue. 


1 volume. 
6 volumes. 
2 volumes. 
1 volume. 
1 volume. 
2 volumes. 
5 volumes. 
1 volume. 


14 volumes. 


1 volume. 
1 volume. 


50 volumes. 


3 volumes. 
1 volume. 
6 volumes. 
1 volume. 
1 volume. 


Unbound periodicals have sae iia received from the British 


Medical Association,. Professor T. F. Hewer, Professor R. Milnes Walker 


All: 
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LIBRARY 


THE ONE HUNDRED AND EIGHTY-FIFTH 
LIST OF BOOKS. 


The figures in round brackets refer to the figures after the names of the donors. 


The books to which no such figures have been attached have either been bought 


from the Library Fund or received through the Journal. 
Allardyce, M.D. .. .. The Library of the Medico- sities cies of 
Aberdeen a -- 1934 


Ane breif Description of the Well of ———— Hill pees Mitte 1580. 
Facsimile. 1884 


Balfour, Sir A. .. .. Memoranda on medical diseases in tropical and sub- 
tropical areas .. .. «.. «. «- «- Sth Ed. 1946 
Beaumont, G. E. and Dodds, E. C. Recent advances*in Medicine 12th Ed. 1947 
Brain, W. R. -- «+ Diseases of the Nervous System -. .. Srd Ed. 1947 
Brain, W. R. and Strauss, E. B. Recent Advances in Neurology 5th Ed. 1946 
Burn, J.L. .. .. .. Recent Advances in Public Health .. .. .. .. 1947 
Cameron, A.T. .. .. Recent Advances in Endocrinology .. .. 6th Ed. 1947 
Care and Treatment of the Elderly and Infirm .. .. a) «a we (4) ae 
Carling, Sir E. R. and Ross, J. P. (Ed.). British Surgical Peeatios Vol. 1 (13) 1947 
Craig, W. S. .» «+ Child and Adolescent Life in Health and Disease (8) 1946 
Cushny, A. R. .. «+ Pharmacology and Therapeutics .. .. 13thEd. 1947 
Dunlop, D. .. .. .. The Philosophy of the Bath .. .. .. 4th Ed. 1880 
Edwards, C.T. .. .. Medicinal Properties of Bladud Spa Water .. .. 1837 
Field, E. J. and Harrison, R. J. Anatomical Terms Ka 68) ee “ee be) 
Fulton, J. F... .. .. Harvey Cushing rate ae wel wae nore IGSe 
Gregg, A. -» «2 «+ The Furtherance of Medical onan se we (R93) 3665 
Hadfield, G. and Garrod, L. P. Recent Advances in Pathology .. Sth Ed. 1947 
Handbook of Preventive Medicine (Air Ministry) eT cae .. 1947 


Harries, E. H. R. and Mitman, M. Clinical Practice in habiialionn eee 
3rd Ed. (11) 1947 


Heffter, A. .. .. .. Handbuch der’ experimentellen Pharmakologe 
Erganzungswerk .. .. .. Bde. 8, 9. 1939-41 
Hoffman, J. .. .. Female endocrinology e-. % ce ee Sa wa SSR 
Jameson, W. W. ond Parkinson, G. S. Synopsis of apie -- .- S9thEd. 1947 
Johnson, A. .. .. .. Account of some Societies at Amsterdam and 
Hamburgh Pee Hale ae. ae oe eee 
McMenemy, W. H. .. History of Worcester ‘miei isadioeiiins oe ay oe. ewe 
Mercer, W. .. .. .. Orthopaedic Surgery ot te ow we Oe «ORT 
Moniz, E. ++ «+ «+ Tentatives opératoires dans le Traitement de 
certaines Psychoses Be So ae sce . (16) 1936 
Monrad-Krohn, G. H. .. Clinical Examination of the aiuslocias ites 
8th Ed. 1947 
Peel, A. A. F. .. .. Diseases of the Heart and Circulation .. .. .. 1947 
Perry, C. ++ ++ «+ Account of an Analysis made on the Stratford 
Mineral Water ie ae eelous teas ce eae oReee 
Pye, WW... .. .. .. Surgical Handtcrafé .. .. .. .. .. WithEd. 1947 
Pyke, M. .. 4. «+ Manual of Nutrition <3 “ne oe ‘co SGP, IGea 
Roxburgh A.C. .. .. Common Skin Diseases .. .. .. .. Sth Ed. 1947 
Scott, J. A. .. .. .. National Health Service Act, 1946 .. .. .. .. 1947 
Selye, H. .. «+ «+ Ovarian Tumors 2 vols. : : ca) 33. ee 
Slater, P. .. oe 4. Survey of Sickness, Oct. 1943 to i: 1945 vc we OS 
Smith, C. A... ..  .. Physiology of the Newborn Infant .. .. .. .. 1946 
Tidy, H. L. (Ed.) ..  .. JInter-allied Conferences on War Medicine 


1942-1945 1947 
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Tidy,N.M. .. .. .. Massage and Remedial Exercises .. .. TthEd. 1947 
Trueta, J. and others .. Studies of the Renal Circulation .. .. .. .. 1947 
Whitby, Sir L. .. .. Medical Bacteriology we se «6 wo SQDd. FOsy 
Wickersheimer, E. ..  Dictionnarre Brographique des Médecins en France 

au Nioyen Age. 2 vols. coe ok wher, ite OO eae 
Woodworth, R. S. s+ | GPOYCHOOGY <6 56 as ts 6s eS EGE, «GAG 


TRANSACTIONS, REPORTS, JOURNALS, ETC. 


Brompton Hospital Reports. Vol. 15 ve eee a “Sao BOs 
Collected Papers of the Mayo Clinic. Vol. 38, 1946 acs) wats .. (10) 1947 
Journal of Laryngology and sete Index. Vols. 46-55 (1931- 1940) .. 1946 
Medical Directory, 1947 ..  .. ae eR AD Date eeteneren wate’ = de . 1947 
Modern Treatment Yearbook, 1947, pry ores OME eo eC melt 
Proceedings of University of Otago Medical School Me: 24 .. .. «. (14) 1947 
Report on Ninth International Congress of Military Medicine and Pharmacy 

(1) 1937 


Transactions of the Association of American Physicians. Vols. 55-59. 
Index vols. 30-56. (2) 1940-47 


Transactions of Royal Humane Society, 1774-1784 Raa ate alana. aie ae 
Yearbook of Dermatology and Syphilology, 1946 .. .. .. .. .. .. 1946 
Yearbook of Endocrinology, Metabolism and Nutrition, 1946 i ee) 


Yearbook of Neurology, Psychiatry and Neurosurgery, 1946 i ey ce 
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| From JoHN Wricut & Sons Lrp.: 


1946 ; 

1947 British Journal of Surgery. Vol. 34. No. 136, 1947. Vol. 35. No. 137. 
vane Price 12s. 6d. Annual Subscription 42s. 

e D 


1947 An Introduction to Gastro-enterology. By James D. Hicxtey, M.D. 1947. 
: Price 8s. 6d. 


nen 
nad British Journal of Surgery War Supplement No. 1. 1947. Price 30s. (Free to 
1947 Subscribers to the Journal.) 
1937 Hey Groves’s Synopsis of Surgery. 13th Edition. By Sm Ceci P. G. WAKELEY, 
ss K.B.E., C.B. 1947. Price 25s. 
40-47 Symptoms and Signs in Clinical Medicine. By E. Nopite CHAMBERLAIN, M.D., 
1795 M.Sc., F.R.C.P. 4th Edition. 1947. Price 30s. 
iduv 
1946 Health Services in England. By R. C. WorrnpvEn, M.D., B.S., D.P.H., D.P.A. 
1947. Price 10s. 
1946 
1946 


From OxFrorRD UNIVERSITY PREsS: 


Diseases of the Nervous System. By W. Russett Brain, D.M., F.R.C.P. 3rd 
Edition. 1947. Price 37s. 6d. 


From OxrorD UNIVERSITY PRESS (GEOFFREY CUMBERLEGE) : 


Obstetrics and Gynaecology : A Revision Course for Practitioners. By C. Scott 
Russet, M.A., F.R.C.S., M.R.C.0.G. 1947. Price 12s. 6d. 


From Messrs. H. K. Lewis & Co. LtD.: 


Common Skin Diseases. By A. C. Roxpuren, M.A., M.D., F.R.C.P. 8th 
Edition. 1947. Price 21s. 


Materia Medica for Nurses. By A. Muir Crawrorp, M.D., F.R.F.P.S.G. 
6th Edition. 1947. Price 5s. 6d. 


From Wma. HEINEMANN MEpIcALt Books Ltp.: 


Diseases of the Joints and Rheumatism. By KENNETH STONE, D.M., F.R.C.P. 
1947. Price 30s. 


Cancer of the Breast. By Duncan C. L. Fitzwittiams, C.M.G., M.D., F.R.C.S. 
1947. Price 25s. : 


From HoppEeR AND StouGHToNn Lip. : 


4 Surgery : A Textbook for Students. By C. A. PANNETT, B.Sc., M.D., F.R.C.S. 
4 2nd Edition. 1947. Price 27s. 6d. 








Local Medical Notes 


UNIVERSITY OF BRISTOL. 


The following appointments have been conferred on former students 
and members of the staff :— 

G. H. Bell, Professor of Physiology, University of St. Andrews. 

T. B. Davie, Vice-Chancellor, University of Cape Town. 

R. C. M. Hadden, Radiotherapist, Royal Devon and Exeter Hospital. 


Duncan Wood, Director, Joint Cancer Committee for Devon and 
Cornwall. 


J. M. Yoffey, Vice-President, Anatomical Society of Great Britain 
and Ireland. 


M. Critchley, President, Harveian Society. 

Veronica Dawkins, Physician, British Legion Sanatorium, Nayland. 
W. 8S. Ormiston, A.D.M.S., Nigeria. 

B. H. Page, Surgeon, North Middlesex County Hospital. 


The following appointments have been made: A. Rendle Short, 
Emeritus Professor of Surgery. D. H. Davies, A. M. G. Campbell, 
Lecturers in Medicine. H. Caplin, Lecturer in Pathology. P. Jardine, 
Clinical Teacher in Ophthalmology. R. G. Paul, Lecturer in Operative 
Surgery. J. V. Sparks, Lecturer in Radiodiagnosis. 


SCHOLARSHIPS AND PRIZES. 


Beaverbrook Fellowship.—H. D. Moore. 

Sidney Robinson Fellowship.—M. H. L. Desmarais. 

Royal Hospital Board’s Gold Medal.—K. D. J. Vowles. 

Royal Hospital Board’s Silver Medal.—C. D. R. Pengelly. 
Martyn Memorial Scholarship.—P. W. Seargeant. 

Open Entrance Scholarships—W. E. Benney, Ruth J. Grose. 
Edward Fawcett Memorial Prize—R. J. Ancill. 


Thomas Francis Edgeworth and Francis Henry Edgeworth Prize — 
R. J. Ancill. 


Foyle Prize.—R. J. Ancill. 

Mackie Prize.—W. J. Gall. 

Dental Gold Medal.—P. J. Sheldrick. 
De Trey Prize.—R. J. Brownlee. 
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Locat Mepicat Notes 


EXAMINATION RESULTS. 
University of Bristol—Members of the University have passed the 
following examinations :— 


M.B., Cx.B.—Second Examination (Section II) : Margaret V. Brown, 
M. A. Feldman, G. A. K. M’C. Jahans, K. R. Kidd, 8. J. Lloyd, J. H. 
Scudamore, R. E. D. Simpson, Patricia Vowles. 


Royal Colleges—Conjoint Board.—M.R.C.S., L.R.C.P.—N. M. 
Gibbs (1), D. M. Cunningham (1), E. M. R. Davies (2), G. Winternitz (2), 
R. J. Carey (3). 

BRISTOL ROYAL HOSPITAL. 


The following appointments have been made: C. D. Evans, Honorary 
Dermatologist. G. L. Feneley, Honorary Anaesthetist. G. D. Kersley, 
Honorary Physician for Chronic Rheumatic Diseases. A. V. Neale, 
Honorary Physician. J. P. Raban, Radiotherapeutist. 


UNIVERSITY OF BRISTOL DENTAL HOSPITAL. 


G. F. Fawn has been appointed Honorary Consulting Dental Surgeon. 


CHRISTMAS, 1947. 


The Library will close at 5 p.m. on December 23rd and will 
re-open at 9 a.m. on January Ist, 1948. 


Bristol Medico-Chirurgical Journal.— Advertisements 
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NOTICE TO CONTRIBUTORS. 


Illustrations should always be supplied ready for reproduction. All re-touching 
or other operations required will be charged to the Author. Line drawings 
should be drawn in Indian ink, 


Authors of original articles are entitled to receive twenty-five Reprints, 
with covers showing source of Reprint free of charge. Additional Reprints may 
be obtained at the following rates (provided notice is given at the time of returning 
proofs) -— 

ADDITIONAL COPIES. 


(a) With cover showing source of 25 copies, 8 pages, 6/6 16 pages, 11/6 
Reprint (no name or title)... f50 ,, 10 19 /- 


” 0/- ” 


23) ss » 16/- 21 /- 
0 Cl. » 22/- 31/6 


of Reprint, Author’s name and 


(b) With special cover (showing ame anf 
title of paper) 


Illustrations.—For 25 copies: of one page, 1/- extra. For 50 copies of one 
page, 2/—- extra. 


Note.—Contributors requiring special Covers on their free Reprints may 
obtain same at the following rates :— 


Cover showing source of Reprint aot ners : 
name and title of article a 25 copies, 9/6 








